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LETTERS ¢ CORRESPONDANCE

We will consider for publication only letters
submitted by mail or courier (not fax) in du-
plicate, printed in letter-quality type without
proportional spacing and not exceeding 450
words. Letters must not duplicate material
being submitted elsewhere or already pub-
lished. We routinely correspond only with
authors of accepted letters. Rejected letters
are destroyed. Accepted letters are subject to
editing and abridgement.

Seules peuvent étre retenues pour publication
les lettres regues par la poste ou par mes-
sager (non pas par télécopieur) en double
dont la longueur n’excéde pas 450 mots.
Elles doivent étre mécanographiées en qua-
lité «lettre» sans espacement proportionnel.
Les lettres ne doivent rien contenir qui ait été
présenté ailleurs pour publication ou déja
paru. En principe, la rédaction correspond
uniquement avec les auteurs des lettres
retenues pour publication. Les lettres re-
fusées sont détruites. Les lettres retenues
peuvent étre abrégées ou faire I’ objet de
modifications d’ ordre rédactionnel.

Guidelines for writing
guidelines

ast year I expressed my con-

I cern in the letter “Clinical

practice guidelines” (Can

Med Assoc J 1993; 148: 1450) that

the clinical practice guidelines' pub-

lished by CMAJ were written in such

turgid English that guidelines to in-
terpret them might be needed.

My fears are confirmed with the
CMA'’s Guidelines for Canadian
Clinical Practice Guidelines, which
accompanied the Mar. 15 issue of
CMAJ.

Alas, this recent effort is no bet-
ter than the guidelines I criticized. It
uses such impenetrable English that
probably no more than 1% of its in-
tended readers will bother to wade
through it. The authors’ unfortunate
addiction to the use of footnotes is
distracting, and the footnotes are
pompous and unhelpful.

For example, guideline 12 states

« For prescribing information see page 675

(with the footnotes included after the
footnote symbol) that “the clinical
practice guideline process should in-
clude tailored, effective and coordi-
nated strategies for voluntary* (*Per-
mit a physician to exercise appro-
priate clinical judgement based on
the characteristics of the patient and
setting.) implementation{ (tDissemi-
nation and adoption of clinical prac-
tice guidelines.) that emphasize pa-
tient,} (3Can include patient advo-
cates such as family, friends and
other health care providers.) physi-
cian and other health care provider
involvement.”

Surely we can do better than
this gibberish. To me the authors of
this effort are so worried about hurt-
ing practitioners’ feelings that they
can’t call a spade a spade. If the
guidelines are intended to improve
quality of health care (and reduce
costs) why not simply say, for exam-
ple, that far too many imaging stud-

~ ies are ordered to investigate back-

ache and give examples of how this
increases health care costs and radia-
tion exposure, causes unnecessary
concern to patients and sometimes
leads to inappropriate surgery?

W. Robert Harris, MD, FRCSC
Orthopedic surgeon (retired)
Toronto, Ont.
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We seem to be spending more time

these days preparing mission and
goal statements and quality of care
guidelines or programs than actually
providing patients with quality health
care. Now, to top it all, we have been
sent the CMA’s Guidelines for Cana-
dian Clinical Practice Guidelines.

What next? Guidelines for
Guidelines for Canadian Clinical
Practice Guidelines and so on ad in-
finitum? This issue seems like a
make-work project for administrators
and bureaucrats.

Charles A. Simpson, MB, FRCPC
Victoria, BC

[The CMA responds:]

Clinical practice guidelines can be
useful and essential tools but only if
they are properly prepared. With
many groups creating guidelines for
the first time, there was a call for
leadership from the CMA to develop
a set of principles on guidelines. In
addition, because many CMA mem-
bers were just beginning to use
guidelines, we recognized the need
to help them judge a guideline. For
these reasons we wrote the guide-
lines for guidelines.

A 2-year process of broad con-
sensus development, involving near-
ly 50 organizations (including volun-
tary medical and other professional
bodies, government and licensing au-
thorities), resulted in a precedent-
setting consensus.

We tried to keep the wording
of the guidelines simple so that
the main concepts were clear. The
words, however, needed definition
and expansion to achieve consensus.
We used footnotes for this rather than
make the concepts complex. We re-
gret that Dr. Harris found this effort
to achieve simplicity and clarity “im-
penetrable.” In fact, we did call a
spade a spade and came right out and
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